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This review was commissioned in 2007 by the Department of Ageing, Disability and 
Home Care (DADHC) in NSW to provide a survey of the literature on social isolation, 
with the intention of identifying best practice strategies and to help develop guidelines 
for Home and Community Care (HACC) services.  The aim of the review was to 
promote evidence-based practice and assist in the development of indicators of social 
isolation for HACC services to use in identifying and addressing social isolation. 
The project as envisaged by DADHC encompassed four phases: 
Phase 1 Research and analysis of responses to social isolation through a 
literature and resource review; 
Phase 2 Identification of local responses to social isolation through 
consultations with social isolation working parties; 
Phase 3 Analysis of findings from Phases 1 and 2 for innovative and effective 
approaches to social isolation; and 
Phase 4 The identification of key indicators of social isolation suitable for pilot 
use, and draft development of a set of guidelines for HACC services 















This review reports on the results of the first three phases, and outlines a suggested 
procedure for the finalisation of indicators and the development of guidelines for 
HACC services as envisaged in phase 4. 
Defining social isolation: objective and subjective measures 
Social isolation can be defined as having two distinct characteristics - social and 
affective isolation.  That is, social isolation involves a combination of low levels of 
social interaction with the experience of feelings of loneliness, where the social 
aspects are measured objectively (often quantitatively) while the emotional aspects 
measured are inherently subjective.  Some researchers attempt to distinguish the two 
aspects.  For example social isolation is often defined as the objective measure of 
having minimal interaction with others.  Emotional isolation (or loneliness) is distinct, 
defined as the subjective feeling of dissatisfaction with having a low number of social 
contacts.   
The report identified a number of factors that contribute to feeling lonely and socially 
isolated.  Living alone is primary amongst them.  Other factors that contribute to 
feeling lonely or socially isolated include not having an intimate partner; lack of 
contact with family and lack of friendships or low participation in volunteer work, 
associations or church.  The personality of individuals is also reported as a factor, with 
those who have difficulties developing friendships and those who withdraw and avoid 
contact with others at obvious risk.  Similarly gender is important with different paths 
towards isolation noted for males and females.  Men, especially those who enter old 
age without partners or children are at particular risk as they are likely to lose contact 
with former workmates.  Females without children or partners are also at risk, but 















following widowhood.  Similarly, prolonged ill-health and cultural and language 
barriers to interaction with the host community have been identified as risk factors.  
Home and Community Care services are well placed to intervene, but need 
appropriate back up, training and resourcing.  It is also important for them to work 
collaboratively with each other and with other community agencies and services.   
The measurement of social isolation of older Australians is imperative to assist 
government agencies, community services, and the community in general, to assist 
older people to prevent or intervene effectively in social isolation.  Geographic 
indications of the location of those at risk of social isolation, such as those presented in 
map form in Appendix One are important for planning purposes.  For services seeking 
to intervene with individuals, a different and complementary approach based on 
assessment indicators is needed.  A number of potentially useful indicators for 
assessing social isolation are identified in the report, covering a range of the factors 
outlined above.  From those identified, we recommend trial of a simple set of 
questions covering both objective indicators of social connections and the extent of 
isolation; and subjective indicators (monitoring individual’s perceptions of loneliness).  
















Table of Contents 
 
 
ACKNOWLEDGEMENTS .................................................................................. 1 
EXECUTIVE SUMMARY.................................................................................... 3 
TABLE OF CONTENTS ..................................................................................... 6 
1. PROJECT BACKGROUND ........................................................................ 8 
2 AN OVERVIEW OF EXISTING RESEARCH ............................................ 13 
3 FACTORS INFLUENCING SOCIAL ISOLATION OF OLDER PEOPLE.. 24 
4 INDICATORS FOR ASSESSING SOCIAL ISOLATION ........................... 34 
5 RESPONDING TO SOCIAL ISOLATION ................................................. 40 















BIBLIOGRAPHY .............................................................................................. 66 
APPENDIX ONE:  ABS DATA ON LONE PERSON HOUSEHOLDS IN NSW 
FROM THE 2006 CENSUS .............................................................................. 78 
APPENDIX TWO:  DRAFT INDICATORS OF SOCIAL ISOLATION AND 


















1. Project Background 
The Department of Ageing, Disability and Home Care (DADHC) identified a need to 
review best practice strategies to address social isolation in order to develop 
guidelines for Home and Community Care (HACC) services.  DADHC commissioned 
Associate Professor Michael Fine and the Centre for Research on Social Inclusion at 
Macquarie University to conduct this project.  The review is intended to link policy with 
research, promoting evidence-based practice and developing indicators of social 
isolation for HACC services to use in identifying and addressing social isolation. 
The commissioning of the project follows the concerns of direct service workers and 
others around the problems of social isolation evident in the Northern Metropolitan 
region as they are elsewhere in the state, across Australia and internationally.  In mid 
2006, a working party for social isolation on the Northern Beaches was established in 
response to social isolation emerging as a consistent key concern.  The role of the 
working party is to provide information and consultation on assisting people in social 
isolation accessing HACC services.  It is made up of representatives from DADHC, Aged 
and Disability Workers from the Manly, Warringah and Pittwater Local Councils and 
HACC services working in the Northern Beaches area.  Subsequently, the Northern 
Sydney Social Isolation Working Party was established as a means of sharing 
information about interventions addressing social isolation across the Northern Sydney 















Northern Sydney (Lower North Shore, Ryde/Hunter’s Hill, Hornsby/Ku-ring-gai and 
Manly/Warringah/Pittwater) a seniors group in Hornsby, as well as other services 
trying to develop responses to socially isolated clients, the HACC Development Officer 
and the Multicultural Access Worker (Northern Sydney) and DADHC, Metro North 
Planning. 
The project provides the opportunity for government agencies, a university research 
centre and local aged care organisations to work collaboratively towards the 
development of a set of holistic indicators of social isolation.  These will capture 
degrees and risk of isolation and help lay the foundation for guidelines for community 
services based on the use the indicators.  The project aims to identify best practice 
models for addressing social isolation and the role of HACC services, Councils, other 
government departments and agencies (including Australia Post, Centrelink and the 
police) concerned with community welfare, and DADHC. It was established as part of a 
multi-phase approach that would allow us to identify innovative, sustainable and 
capacity building approaches to the reduction of social isolation in the community. 
The ultimate aim of the project is to produce a simple, user-friendly set of indicators 
for use by HACC services that can be used to determine if a person is experiencing or 
at risk of social isolation.   
The project as envisaged by DADHC encompassed four phases: 
Phase 1 Research and analysis of responses to social isolation through a 















Phase 2 Identification of local responses to social isolation through 
consultations with social isolation working parties; 
Phase 3 Analysis of findings from Phases 1 and 2 for innovative and effective 
approaches to social isolation; and 
Phase 4 The identification of key indicators of social isolation suitable for pilot 
use, and draft development of a set of guidelines for HACC services 
using these indicators. 
This review reports on the results of the first three phases, and outlines a suggested 
procedure for the finalisation of indicators and the development of guidelines for 
HACC services as envisaged in phase 4. 
 
Methods of Research 
The process of writing the literature review involved setting specific parameters.  For 
this project, we started with a wide overview of literature and resources available.  
Through the process of writing a literature review, we distilled that information and 
wrote about the research that relates to the particular topic - identifying those who 
are, or are at risk of, social isolation.  
The key concepts, ideas, studies and models that related to this topic were reviewed. 
The review begins by clarifying important definitions and terminology. After consulting 
a wide range of resources, we considered what has been done in this field of research 















prior scholarship to prevent duplication and it assisted us in organising the material 
according to issues that arose in the review.  An important part of the process involved 
examining how the various studies relate to each other and considering what precise 
contribution they make to the field and what their limitations are.  This is a critical part 
of the research process, because it informs us on how our research fits into what has 
already been done.  Finally conclusions are drawn as to gaps that exist in the current 
research, areas of strength, and point the way forward for further research.  
In the interests of the scholarly sharing of ideas and information, and to acknowledge 
the work of authors, it is standard practice to compile a full bibliography of sources 
consulted.  This comes at the end of the literature review or at the end of the report. 
Ultimately, the aim of the literature review is to provide a summary of the current 
literature and therefore contribute to the reader's understanding of the main issues. 
Outline of the report 
This review is set out in five chapters.  Chapter 2, which follows this, introduces the 
discussion on social isolation, outlines the broad field of research on the topic, and 
identifies a number of viable working definitions of social isolation.  Chapter 3 then 
considers research on the factors influencing social isolation. This provides a 
background for the following two chapters.  Chapter 4 deals with a number of simple 
indicators that are used for assessing social isolation, while Chapter 5 presents a 
discussion of effective responses to social isolation.  The final chapter, Chapter 6, sets 
out a suggested course of action to follow up this report and to tie down a set of 



































2 An overview of existing research 
The media has played a key role in drawing our awareness to the welfare of our elderly 
neighbours in the community by reporting some of the lonely deaths that occur each 
year.  These media reports frequently have a sensationalistic and moralising tone, 
suggesting public neglect on the one hand and irresponsible, uncaring neighbours on 
the other.  Yet it is apparent that at a more objective level, the circumstances within 
which elderly people have died alone reflects broader social processes such as the 
decreasing levels of engagement and involvement of many older people in the 
community. 
What this requires is a considered response that involves identifying those who are 
socially isolated and a clear set of policies and protocols setting out the responsibility 
to intervene and the expected course of action for targeted front line social support 
services and other relevant agencies.  Targeted front line services in this instance 
refers to HACC funded services, as these are specialised in providing assistance to frail 
older people and people with a disability in their home.  Other non-targeted agencies 
and authorities with a ‘universal’ service remit, such as the police, power and utilities 
providers, Australia Post, savings banks, Centrelink, local government, housing 
authorities, building managers and other organisations that in the normal course of 
events are responsible for providing benefits or services that enable people to live in 















this report focuses on information and interventions appropriate to HACC service.  The 
approach is intended to complement that development of a national protocol for 
agency coordination currently under development by the Australian Health Ministers 
Council (Minister for Ageing, 2008). 
 
Lessons From Lonely Deaths 
Mr Coloma was a 61 year old man living by himself in a small unit 
subsidised by the Department of Housing in south western Sydney.  He 
received meals regularly delivered to his unit.  The Meals on Wheels 
organisation were concerned when Mr Coloma did not answer his door 
one day. He did not own a telephone, so they could not call him.  They rang 
local hospitals to see if he had been admitted.  Still not able to trace his 
where-abouts, they contacted police who went to Mr Coloma’s home.  The 
police left when there was no answer.  More than one year after he had 
died, his body was discovered.  He had died alone in his apartment.  
Throughout this time, rent was still being direct debited from his bank 
account. 
In February 2006 in New South Wales six bodies were found in their homes 
over a two week period.  In one case, the 64 year old man had been dead 
for up to eight months before his body was discovered in his Waterloo unit 
in inner Sydney.  Police also discovered the bodies of an 82 year old man 
and a 78 year old woman on Sydney’s north shore.  Earlier that week the 















inner Sydney and before that, the remains of an elderly woman were found 
in her home on the state’s Central Coast. 
These are just some of the examples of the significant number of people who die alone 
in their homes each year, not to be found for some months; years in some instances.  
Yet it is clear that the press reports are just a small part of the larger picture.  In 2007, 
for example, the State Coroner in New South Wales reported that they took custody of 
283 decomposed or decomposing bodies.  This number remained relatively stable, 
falling just marginally from 299 the previous year.  Such figures, however, clearly 
exclude an unknown number of deaths of those who live in isolation but are found 
before the decomposion of their body makes their death a matter for the Coroner.  
More extensive still are the much larger numbers of those who routinely experience 
some degree of isolation.  Just how many are involved is simply not known, although 
an upper limit that includes all those who might be considered to be ‘at risk’ can be 
established by considering the number of people living alone.  At a national level 
783,000 people aged 65 years and older lived alone in private dwellings in 2006.  This 
represents 29 per cent of all people of this age group.  The proportion increases to 39 
per cent among those aged 85 years and over (ABS, 2007).  ABS projections (Series II) 
suggest that, by 2026, about 907,000 people aged 75 years and over will be living 
alone, most of them older women (685,600) (ABS, 2004).  
We might ask why neighbours don’t notice their neighbour’s activities or investigate 
why a neighbour’s mailbox is overflowing.  We might ask why the police did not make 
more of an effort in one case to find the resident.  We might wonder if the Department 
of Housing’s (DoH) responsibilities go beyond merely putting a roof over people’s 
heads, especially when the Department of Housing has no fewer than 60,000 residents 















to contact residents over the age of 60 twice a year; initially by phone, then by letter, 
and then through a visit.  In Mr Coloma’s case, those endeavours failed.  
Typically, Department of Housing tenants are among the poorest and most vulnerable 
in NSW.  They include many older men in poor emotional and physical health, living 
alone.  Partly in response to these incidents, the Department is establishing a new 
program called Care Call, which will allow older tenants to request regular phone 
checks on their wellbeing.  But is that enough?  What are the responsibilities of 
community services, especially those funded through the HACC program? 
These deaths challenge any comfortable view we might like to have of ourselves as a 
caring society.  They have prompted some government agencies to pay more attention 
to the welfare of elderly Australians precisely because these circumstances reflect the 
decreasing levels of engagement and involvement, particularly of older people in the 
community.  Such anecdotes illustrate a range of moral and ethical issues pertaining to 
social isolation imploring us to consider a whole host of complex issues: what can be 
done to prevent such tragedies from occurring?  Is social isolation a lifestyle choice or 
a social and health consequence of ageing?  How and when should communities 
intervene; especially when a person that is in need of assistance is rejecting it?  What 
factors influence social exclusion?  How do we engage older people, especially the frail 
and vulnerable within the fabric of society?  What are the roles of different levels of 
government, non government, community service organisations, churches, 
neighbours; the postman for that matter?  What we do know is that in order to start 
addressing social isolation successfully there needs to be a whole of community 
response.  Within the context of the service system and the community, HACC services 
are key to addressing social isolation amongst those eligible for assistance on the basis 















The Council on the Ageing (COTA) have released a policy paper about social isolation 
amongst elderly Australians particularly with the increase in people wishing to remain 
in their own homes as they age.  We know that people can become increasingly 
disconnected as a result of increased frailty, death of a loved one, or when family 
members or friends move away and a multitude of other reasons.  Indeed, across the 
community and government sectors there is increasing awareness about the 
importance of establishing and promoting ways for older Australians to remain 
connected to their communities.  COTA believe that “initiatives that provide 
transportation, innovative housing options and access to community activities can help 
ensure that older Australians can maintain links that sustain them as they age and 
maintain their quality of life” (COTA:1).  Rather than trying to establish a set of rules 
governing interventions, COTA suggests drafting policies that increase access to 
services such as transport, health, and housing, and facilitates the ability of ageing 
Australians to connect with community services and social activities when needed.  
 
Defining social isolation: objective vs subjective measures 
Social isolation can be defined as having two distinct characteristics - social and 
affective isolation.  That is, social isolation involves a combination of low levels of 
social interaction with the experience of feelings of loneliness (Findlay and Cartwright 
2002) where the social aspects are measured objectively (often quantitatively) while 
the emotional aspects are measured qualitatively. 
Some researchers attempt to distinguish the two aspects.  For example Cattan and 















measure of having minimal interaction with others.  Emotional isolation (or loneliness) 
is distinct, defined as the subjective feeling of dissatisfaction with having a low number 
of social contacts.  However despite the seeming simplicity of the approach, it should 
be qualified as the nature of social interaction needs to be in some way meaningful, in 
order to have a positive impact on reducing feelings of social isolation.  Heylen’s (2007) 
research of loneliness among seniors in Belgium supports this observation indicating 
that it is not really the quantity but the quality of social relations that is important.  
Furthermore, Victor et al (2002) tell us that simply being involved in large social 
networks does not automatically thwart feeling lonely and by the same token, 
loneliness is not necessarily the same as living alone or being socially isolated.  This is 
evidenced by the extent of emotional isolation experienced in nursing homes, where 
people are surrounded by other people everyday but often report feeling lonely 
nevertheless.  It is therefore the level of social engagement and inclusion which 
impacts ones quality of life.  In fact, the positive relationship between social inclusion, 
social engagement and a high quality of life are often sited as a requirement of 
‘successful ageing’ (Rowe and Kahn 1997; Bond and Corner 2004). 
A review of the literature indicates that there are a multitude of terms used that relate 
to the idea of social isolation including, social exclusion/inclusion, community 
participation, social capital, social cohesion, marginalisation and community 
engagement (Findlay and Cartwright 2002).  Marginalisation refers to relational issues 
such as inadequate social participation, lack of social integration, and a lack of power. 
Thus it is closely connected to social isolation.  The terms social exclusion and social 
inclusion relate to patterns of social integration; one’s living situation and patterns of 
everyday social contact, and on a wellbeing level, to feelings of loneliness (Wessel and 















concept is based on notions of belonging and access to resources, and this necessarily 
counteracts social exclusion.   
Within the gerontological literature there is a wealth of literature addressing social 
isolation that supports and draws upon the approach outlined here (Russell and 
Schofield 1999; Duncan and Kivett 1994; Creecy, Berg and Wright 1985; Thompson and 
Heller 1990; Berg et al 1981; Page and Cole 1992; Mullins and Dugan 1990; Cattan et al 
2005; Findlay 2003; Moyer et al 1997; Ip et al 2007).  Due to demographic and social 
trends discussed below, the prevalence of social isolation amongst older people is so 
much greater than amongst other age groups that there is often an assumption in 
these writings that social isolation affects this age group only.  Among other groups, 
social isolation has a different meaning and is expressed in a variety of ways. 
In their review of research on social connectedness and health, Ottman, Dickson and 
Wright (2006), for example, consider social isolation amongst five different population 
groups: youth; those with mental illness; people suffering serious illness; people with 
disabilities; and the elderly.  They point out that social isolation differs for each group –
for example, weak social networks and poor parental relationships can mark out social 
isolation amongst youth.  In contrast, lack of intimate emotional support is a form of 
social isolation that is closely associated with mental health problems, including 
depression and psychological distress.  Similarly, Tina Baldwin (2006: 6-7) reports that 
the managers and staff of community service in Melbourne’s Inner-East identified a 
risk of social isolation for a wide range of groups, including: older people; women and 
children, especially single mothers; people with depression and mental illness 
including mothers with young children, homeless people, prisoners, young people; 
carers, people with a disability; Aboriginal and Torres Strait Islanders; people from 















groups and men – who are often not good at making connections; people on low 
incomes including the unemployed; gamblers; women experiencing family violence; 
grandparents caring for children; children of parents who work long hours or travel 
frequently, and people attracted to others of the same sex.  Most of these groups are 
not ‘socially isolated’ in the same sense that the term is used for older people.  Rather, 
in each case, the term is used to indicate vulnerability and to identify a need for 
enhancing opportunities for building social connections.   
One of the major underpinning issues about the increase in social isolation concerns 
the long-term trend towards people living alone.  This is particularly marked amongst 
older people, who are increasingly likely to be living alone in their own homes rather 
than living with family, or moving to a retirement village or nursing home.  Australian 
Bureau of Statistics (ABS) census data shows a marked increase in the percentage of 
people living alone as age increases (see Appendix One for data on lone households 
amongst people aged over 65).  The need for assistance with core activities such as 
mobility (the ABS measure for severe or profound disability) increases even more 
markedly with age, as shown in Figure 1.  Figures from the 2006 census set out in Table 
1 deepen this picture, helping to explain why social isolation is particularly associated 
with older age groups.  This is because both the proportion and absolute number of 
people living alone is greater amongst older people than amongst younger age groups, 
and because a greater proportion of older people live alone.  

















Table 1 Proportion of each age group living alone, and need for assistance 
with core activities.  Percent of each age group (years), Australia, 2006 
Age Group 0–14 15–24 25–44 45–64 65–84 85 + All ages 
Needs assistance with 
core activities 
. . 3.4 15.5 16.6 24.4 41.6 20.0 
Does not need assistance . . 3.6 8.9 12.5 26.9 53.6 9.4 
(a) Data presented only for people living in private dwellings 
















Table 1 also shows that those aged over sixty five who need ongoing assistance with 
core activities are less likely to live alone than others of their age group.  Precisely the 
reverse is the case for younger people with disabilities, amongst whom the proportion 
living alone is greater than amongst their non-disabled age mates.  This appears to 
reflect well known patterns of the life course associated with quite different paths 
behind the decision to live alone.  For younger people with a disability, living alone is 
often a measure of independence, the result of social connectedness rather than its 
absence.   Older people, in contrast, have typically either come to live alone because of 
the loss of marital partners or family members.  When this is compounded by the loss 
of the ties associated with employment, it is not surprising that social isolation is more 
prevalent.  Information on the distribution of older people living alone, as presented in 
Appendix 1 of this report, can therefore be significant value in designing service 
interventions. 
Research conducted into situations of social isolation and feelings of loneliness in old 
age revealed a complex relationship between the two (Victor, Scambler, Bond, Bowling 
2000, 2005; Grundy 2006).  The findings show that a distinction must be made 
between living alone and social isolation defined as a lack of social contacts and 
feelings of loneliness.  While living alone and a lack of social contacts are objective 
indicators, feelings of loneliness are defined as ‘an individual’s evaluation of their 
overall level of social integration and describes a deficit between the actual and 
desired quality and quantity of social engagement’ (Victor et al 2005: 358).  While 
living alone certainly does not equate to social isolation, the increasing trend of elderly 
people living alone has vast ramifications for the HACC service system in terms of 
accessing people ‘at risk’ of social isolation, developing best practice preventative 
































3 Factors influencing social isolation of older 
people 
The literature review on social exclusion and isolation reveals that feelings of 
loneliness are an indicator of social isolation.  In opposition to this, feelings of 
belonging are viewed as counteracting processes of social isolation (Gibson 2001; 
Wessels and Mediema 2002).  We might understand loneliness as that ‘unpleasant 
experience that occurs when a person’s network of social relationships is deficient in 
some important way, either quantitatively or qualitatively’ (De Jong Gierveld et al: 
583).  The opposite of loneliness is embeddedness.  This concept conveys the idea of 
being embedded in social relationships, social networks and community.  Much of the 
literature tells us that loneliness is a key indicator of social wellbeing precisely because 
it reflects a person’s subjective perception of his or her social participation (De Jong 
Gierveld and Van Tilburg 2006).   
A common finding, reported throughout the literature is the acknowledgement that 
low levels of social participation can adversely affect wellbeing.  Thus social isolation is 
correlated with poorer health related quality of life, satisfaction, community 
participation and wellbeing (Hawthorne 2006).  In particular, there are many studies 
looking at social isolation, social capital and health (Kawachi and Berkman 2001; 















Helliwell 2002; Kawachi et al 1999; Rose 2000; Ellaway and Macintyre 2000; 
Subramanian et al 2001).  
Feelings of loneliness are thus intricately linked to patterns of social integration and 
frequency of social contacts.  The frequency of social contacts that people have can act 
as a basic indicator for social integration and therefore social isolation.  The frequency 
of contact with relatives not living under the same roof and friends and neighbours are 
taken as indicators for patterns of social contacts of the elderly.  This might even 
include phone calls as a method of social contact.  The frequency of social contacts is 
particularly important when the elderly with low levels of contacts also happen to live 
alone.  Elderly people living alone who cannot draw on extended social contacts are 
thus at risk of social isolation.  But we should not ignore the high numbers of elderly 
people who live with their adult children but still feel socially isolated.  Ip et al (2007: 
730) researched elderly Chinese migrants living with their adult children in Brisbane 
and found that more than one third of the participants in the study did not have 
frequent social activity or eat out with their children.  Furthermore, most reported that 
they rarely or never shopped or exercised with them and close to 70 per cent rarely 
shared entertainment activities with their adult children, indicating how one can feel 
socially isolated even when they live in shared accommodation. 
There are many factors that contribute to feeling lonely and socially isolated.  As 
discussed earlier, living alone is primary amongst them.  According to the Australian 
Bureau of Statistics, people aged over 65, with disabilities, living on their own spend 85 
per cent of their waking hours alone.  Other factors that contribute to feeling lonely or 
socially isolated include not having an intimate partner (Dannenbeck 1995; Dykstra 
and De Jong Gierveld 2004; Peters and Liefbroer 1997; Waite and Gallagher 2000; 















Kaufman and Uhlenberg 1998; Pinquart 2003); and lack of friendships or low 
participation in volunteer work, associations or church (Pilusuk and Minkler 1980; Van 
Tilberg et al 1998; Wagner, Schutze, and Lang 1999).  The personality of individuals is 
also reported as a factor, with those who have difficulties developing friendships and 
those who withdraw and avoid contact with others at obvious risk (Windle and Woods 
2004; Jones and Carver 1991).  Similarly gender is important with different paths 
towards isolation noted for males and females.  Men, especially those who enter old 
age without partners or children are at particular risk as they are likely to lose contact 
with former workmates.  Females without children or partners are also at risk, but 
women also appear to face particular risk at advanced ages, most notably in cases 
following widowhood (Borys and Perlman 1985; Baltes, Freund, and Horgas 1999).  
Similarly prolonged ill-health (Havens and Hall 2001; Kramer et al. 2002; Mullins, 
Elston, and Gutowski 1996; Pennix et al. 1999; Steverink et al. 2001) and cultural and 
language barriers to interaction with the host community (Ip, Lui and Chui 2007) have 
been identified as risk factors. 
 
Risk factors 
The literature clearly identifies social, physical and home life situations that exacerbate 
the likelihood of social isolation of the elderly.  The Department of Communities in the 
Queensland State Government identified a range of other ‘risk factors’ at the 
individual, social, and community levels.  They include loss of relationships through 
death, divorce or people moving away, grandparenting, being a carer, access to 
transport, living alone, speaking English, perceptions of crime and personal safety, 















An overview of trigger factors influencing social isolation amongst older people, drawn 
from a study by the Queensland Department of Communities (2004), is presented in 
Table 2; the term ‘trigger factors’ refers to incidents or characteristics that may set off 
a chain of events resulting in social isolation.  Although social isolation will clearly not 
eventuate in all cases, staff of community care services and others should be alerted to 
the possibility.  The table is organised into columns that identify the likely source of the 
trigger factor at the individual level, social/family level and the civic/community level.  
The first level reflects the individual’s personal history, personality or physical/mental 
wellbeing; the social and family networks level, reflects the presence or absence of 
meaningful informal social relationships; and the civic and community level serves to 
identify impersonal infrastructure in the local area that can foster, or help overcome, 
the development of a state of social isolation.  
 
Table 2 Trigger Factors for Social Isolation amongst Older People 
Individual 
Social and Family 
Networks 
Civic and Community 
Living alone Loss of relationships through 
death or divorce 
Absence of accessible public 
transport 
No surviving children Absence of family support Location of residence makes 
access difficult 
Attitudes to life Children leaving home Lack of safe pathways for walking 
Overbearing concern for privacy Lack of friends 
 
Lack of accessibility of buildings 
for those with physical disabilities 
Unwillingness to accept help 
(particularly with older men)   



















Problems of personal safety 
 
Absence of contact with 
Grandchildren 
 
No public spaces for community 
members to use 
Perceptions of violence and 
crime in the community 
Relocation to a new 
community 
Limited range of social and health 
services 
Lack of technology skills 
 
Admission to nursing home 
 
No access to learning 
Limited or no literacy Being a f/t carer for partner Limited social capital – 
cooperative networks and trust in 
a community  
Problems with mental and 
physical health status 




Presence of disability Requiring transport 
assistance to and from 
activities 
 
Lack of an intimate relationship   
Gender    
Lack of ability to speak English   
Loss of employment, workplace 
contacts 
  
Absence of meaningful activity   
Source: Adapted from Department of Communities, Queensland (2004) 
 
In addition to living alone, two risk factors in particular warrant close consideration in 
terms of HACC services targeting social isolation.  The first, gender is a significant 















gap in the experience of loneliness.  Men tend to experience loneliness more so than 
women regardless of whether they live in a lone person household or a shared 
household (Flood 2005).  In many cases, men experience less social support than 
women.  Research indicates that older women are more likely to join clubs, 
associations, and actively source out social networks than are men.  In Flood’s (2005) 
research, men demonstrate that paid employment is a more important source of their 
personal support and friendship than is the case with women.  Yet the importance of 
employment as a source of friends, for men, is not in any sense uniform, as it is 
influenced, to a very large extent, by socio-economic factors as well as by the nature 
and field of employment.  Men (and women) who have been self-employed or have 
worked in a stable professional or managerial occupation are more likely to enjoy a 
degree of social status and command networks of influence and assistance than are 
those whose work was less well paid and secure.  Research with single older men in 
boarding houses in Sydney has shown that a disproportionate number had histories of 
itinerant male dominated work – often including periods in the armed services, in 
shearing, droving or other agricultural work, work on the railways, the mines, in 
construction projects and the like (Russell and Porter, 2003).  The life style that 
accompanied such a work history typically included regular drinking, failed, broken or 
no long-term relationships, with no children or loss of contact with children as a result.  
Lacking the security of a family left some men without a social network that could 
provide care or accommodation.  Whilst the numbers of older women in boarding 
homes are lower and their life circumstances less well researched, employment simply 
played a less prominent role in the lives of most older women today.  Those who had 
children are also more likely to have remained in regular contact, yet this does not 















viable social networks do not require attention from service providers as factors 
placing clients at risk of social isolation. 
Perhaps the persistent gender gap in social relationships is shaped by both the 
structure and the quality of men’s and women’s social networks.  Structural aspects of 
social networks include the frequency of social contacts, their density and size, 
composition and homogeneity, geographic dispersion, the strength of ties, and so on 
(Stone 2001).  This is not surprising given the wealth of literature on social capital that 
indicates women invest far more time and efforts into sustaining friendships and 
relationships such as writing letters, making long distance phone calls to family and 
friends, sending greeting cards and the like (Putnam 2000).   
Where empirical research has found that elderly men experience loneliness more than 
women, HACC services need to respond to this research by tailoring programs around 
engaging men in particular.  Where paid employment was previously the way men 
found their social support, HACC services may seek to link men into ‘workshops’ 
tailored for men’s interests.  The growing problems with ageing men's health, 
isolation, loneliness and depression are now looming as major health issues in 
Australia.  Mensheds Australia is a registered health promotion not-for-profit 
organisation aimed at addressing men’s objective and subjective welfare that provides 
one model for the sorts of initiatives that might be taken.  Mensheds can play a 
significant and practical role in addressing these and other men’s issues.  A menshed 
not only brings a community together in a variety of positive ways, including skill 
sharing youth mentoring programs, but plays a critical role in direct and indirect ways 
of improving men’s health and general wellbeing.  In addition, the trend of women 
living longer than men would indicate that HACC services need to target older women 















regular personal contact is habitually available to those who choose the home 
environment. 
The second risk factor significantly impacting on social isolation and therefore quality 
of life concerns mobility restrictions and the availability of accessible and appropriate 
transport options for older residents in the community.  Numerous health related 
conditions associated with older age, including sight and hearing problems, arthritis, 
stroke, osteoporosis, and dementia that drastically impact on mobility.  Transport 
accessibility (and availability) can limit mobility particularly when older people 
experience difficulties getting in and out of vehicles, buses and trains.  A lack of 
confidence can inhibit elderly people because they may fear falling or slipping.  Simply 
walking outside the house can prove to be hazardous for older people because of 
holes or uneven footpaths.  Perhaps the timing of traffic lights might be too fast for 
elderly people to feel confident in crossing a busy road safely (Encel, Kaye, Zdenkowski 
1996).  
Poor accessibility, poor services and the high cost of transport often limit the mobility 
of many people.  The groups identified as being most at risk are:   
1. those who are disabled or frail aged; 
2. those on a low income; 
3. ethnic and religious minorities; and 















Limited mobility can lead, in turn, to reduced life chances for social enjoyment, 
healthcare, participation in the community and participation in cultural activities.  We 
need to question to what extent local transport policies increase social exclusion.  How 
can local transport policies help to achieve greater social inclusion? 
Transport is a tool for living actively within one’s community; it provides a level of 
mobility and accessibility to meet activity requirements and enable participation in 
social activities.  Mobility is seen as a basic freedom and one indicator of the quality of 
life we experience.  Socially isolated people and neighbourhoods face transport 
problems as a result of poverty, frailty, gender, disability, dependency and ethnicity. 
These are not issues which only affect travel behaviour they affect the overall life 
chances of different social groups.  Furthermore particular groups of people suffer 
compound mobility disadvantages.  While the desire to travel often reduces with age 
and frailty, low income elderly people reliant on public transport experience 
considerable difficulties accessing facilities and maintaining social contact.  As the work 
of Community Transport services attests, dependency on receiving lifts increases.  For 
example, in Ip’s study of social isolation of older Chinese migrants in Brisbane, it was 
reported that ‘many felt they did not want to make things more ‘inconvenient’ for 
their children, for example, by asking them for a lift in the car when they already had a 
hectic schedule’ (2007: 727). However, the study also revealed that the older Chinese 
participants are ‘dependent on their family members, and to a lesser extent their 
friends, volunteers and social workers, for transport to and from shops, friends, clinics 
or doctors’ (Ip et al 2007: 728). 
Clearly, in responding to problems of mobility, access to transport is fundamental for 
HACC services intervening in instances of social isolation.  However, physical barriers to 















Commission report on social exclusion and transport strategies points out (Matisse, 
2003), because it is not always possible to transport the socially isolated to facilities or 
to enforce their participation in social activities outside the home, it is important that 
other interventions, such as mobile shops and services, service outreach, telephone 
and internet resources, also be considered.  The report identified six accessibility 
enabling factors - mobility related measures; physical accessibility; affordability; 
assurance measures; awareness measures; and avoidance, which are outlined in more 

















4 Indicators for assessing social isolation 
The measurement of social isolation of older Australians is imperative to assist 
government agencies, community services, and the community in general, to influence 
elderly people to participate in social isolation interventions.  Hawthorne (2006: 523) 
tells us that while there are many ‘instruments measuring social isolation, they are 
typically long scales designed to measure multiple constructs, they may invoke 
response resistance because the items are negative in tone, they are embedded within 
other instruments, or they may have poor psychometric properties … there is need for 
a short general scale that is both user friendly and that has excellent measurement 
properties’.  
In this literature review thus far, we have made mention of a number of indicators of 
social isolation such as feelings of loneliness, low levels of social contacts, gender, and 
mobility restrictions.  There are numerous scales and indexes that measure issues that 
intersect with social isolation and to specifically gauge social isolation and social 
exclusion.  Indicators are drawn from a multiplicity of social research domains 
including loneliness scales; social capital indicators; wellbeing indicators; social 
isolation indicators.  Below is a series of examples focussing on the subjective elements 
of loneliness and life satisfaction, that when combined with an objective record of 
extent of contact with others, can be used to refine and shape an instrument that is 
















Extract from de Jong Gierveld’s Loneliness Scale   
 Y N 
i.    I have a really close friend who I talk to regularly   
ii.   There are plenty of people I can rely on when I have problems   
iii.  There are many people I can trust completely   
iv.  There are enough people I feel close to   
v.    I miss having people around   
vi.   I often feel rejected   
vii.  I can call on my friends whenever I need them   
 
These are seven statements for self-completion by clients.  The statements may also 
be read to clients to determine their response.  Interpretation is left to staff – with a 
positive answer (Yes) for statements v. and vi. or a negative (No) answer for the 
remaining statements serving as an indicator of loneliness.   
















 Y N 
i.   People don’t come to visit me as often as I’d like   
ii.  I often feel very lonely   
iii. I have no one to lean on in times of trouble   
iv. When I need someone to help me out, I can usually find 
someone 
  
v.  I seem to have a lot of friends   
 
These statements, from the HILDA surveys, have been used to identify and quantify 
the extent of social isolation amongst respondents.  They are also suitable for use in 
the field in a similar manner to de Jong Gierveld’s Loneliness Scale. 
Satisfaction with Life Scale (Pavot and Diener 1993)  
Using a scale of 1 - 7, participants indicate their agreement with each item by placing 
the appropriate number on the line preceding that item.  7 – Strongly agree; 6 – Agree; 
5 – Slightly agree; 4 – Neither agree nor disagree; 3 – Slightly Disagree; 2 – Disagree; 1 
– Strongly disagree  















ii  The conditions of my life are excellent. ____ 
iii. I am satisfied with my life. ____ 
iv. So far I have gotten the important things I want in life. ____ 
v.  If I could live my life over, I would change almost nothing. ____ 
Scoring (summed total of all responses): 
35 - 31  Extremely satisfied; 26 - 30  Satisfied; 21 - 25  Slightly satisfied; 20  Neutral; 15 
- 19 Slightly dissatisfied;  10 - 14 Dissatisfied;  5 - 9  Extremely dissatisfied. 
 
Positive and Negative Affect Scale (PANAS; Watson, Clark, and Tellegen, 1988).  
A more complex and subtle instrument, the PANAS consists of items that identify 10 
positive affects (interested, excited, strong, enthusiastic, proud, alert, inspired, 
determined, attentive, and active) and 10 negative affects (distressed, upset, guilty, 
scared, hostile, irritable, ashamed, nervous, jittery, and afraid).  Participants are asked 
to rate items on a scale from 1 to 5, based on the strength of emotion where 1 is ‘very 
slightly or not at all’, and 5 is ‘extremely’.  Initial studies in development of the PANAS 
showed the scales to be stable at appropriate levels over a 2-month time period, highly 
















AQoL – quality of life measure 
The AQoL’s descriptive system was constructed from the World Health Organization 
definition of health, a review of 14 quality of life scales, iterative consultation with 
doctors and researchers, and iterative qualitative analysis by focus groups of patients 
and clinicians.  The descriptive system of the AQoL consists of 4 dimensions, each of 
which has 3 items.  There are thus 12 items altogether.  Each item has 4 levels; a best 
state level, 2 intermediate state levels and a worst state level.  The dimensions and 
items are: 
Independent Living:  covering self-care, household tasks and mobility; 
Social Relationships:  covering intimate or close relationships, friendships, and family 
role; 
Physical Senses:  covering seeing, hearing and communication; and 
Psychological Wellbeing:  covering sleeping, worrying and pain. 
 
Well Being Index 
Quality of life is subjective as well as objective; a matter of how people feel about life 
as well as the material conditions in which they live.  Most scales relate these two 
aspects quite poorly.  While there is a magnitude of objective measures that relate to 
quality of life and wellbeing, there is a distinct lack of subjective measures that are 















developed at Deakin University, aims to promote greater awareness of the social 




Although social exclusion can not be equated with social isolation, there is 
considerable overlap between the two concepts.  Adopting a measure of social 
exclusion in assessments would enable service providers to identify those who are 
excluded, in addition to those who are isolated.  The English Longitudinal Study of 
Ageing conducted by the UK Government aimed to better understand the extent of 
social exclusion of older people in Britain. This broad analysis measured social 
exclusion across the following dimensions:  social relationships, cultural activities, civic 
activities, access to basic services, neighbourhood exclusion, financial products and 















5 Responding to Social Isolation 
Is there a role for HACC services in responding to social 
isolation? 
More than anything else, the literature review has highlighted the increasing risk of 
disengagement of older people from their personal/family networks and communities 
as they age.  But to what extent is socially re-engaging elderly residents in the 
community the responsibility of HACC services?  More fundamentally, the question 
needs to be asked, can HACC services play an important role in linking and integrating 
social and community services to address this issue, and if so, how? 
The current aims of the HACC program are to: 
‘provide a comprehensive, coordinated and integrated range of basic maintenance and 
support services for frail aged people, younger people with a disability and their carers; 
support these people to be more independent at home and in the community, thereby 
enhancing their quality of life and/or preventing or delaying their inappropriate 
admission to long term residential care; and 
provide flexible, timely services that respond to the needs of consumers.’ 
(HACC, 2007: 4) 
In working to achieve these aims, HACC services are the front line of personal contact 
with a significant proportion of older and disabled people (although clearly not all) 















been given to personal care and domestic support, with community development and 
other tasks often associated with building social networks and social capabilities often 
seen as outside the scope of their core services. 
Research undertaken to investigate benefits of social connectedness and health for 
aged people highlights that improvements in overall health and quality of life take 
place when efforts are made to mobilise and reconnect older people with their 
community.  Nutbeam (1998) advises that social mobilisation might take place through 
social networks, supporting participation in social activities and, fostering mutual aid 
among older people.  Seeman (2007: 7) affirms that social integration and the support 
available through social networks has a ‘protective effect on health’.  Indeed, a review 
by Fratiglioni et al (2004) even suggests that there is evidence to support the 
hypothesis that an active and socially integrated lifestyle in later life can protect 
against dementia and Alzheimer’s disease.  The benefits of social engagement and its 
links to improved wellbeing and independence of older people are thus well 
documented. 
Providing ‘a comprehensive, coordinated and integrated range of basic maintenance 
and support services’ in order to support service recipients ‘to be more independent at 
home and in the community’ (our emphasis) requires services funded through the 
HACC program to draw on the full range of effective interventions for those dependent 
on their assistance.  In our view, this must include responding to the risks of social 
isolation amongst clients.  Yet these services cannot do this alone.  HACC services are 
















A widely recognised problem is how to reach socially isolated people especially when 
they reject assistance.  A recent evaluation of experience in NSW with services set up 
to respond to problems of social isolation in public housing campuses (Fine, Gakavian 
and Mullen, 2006) has shown that door-to-door case seeking by specialised social 
isolation teams provides a suitable approach.  But although they are not specialised in 
social isolation, nor able to undertake programs of direct recruitment to seek out 
those at risk of isolation, existing HACC services are also in a strong position to 
respond.   
How might this work?  One approach worthy of consideration is that suggested by 
members of the Northern Beaches Working Party on Social Isolation.  This involves 
trialling an innovative approach based on developing links into the ‘local knowledge 
systems’ of traditional community service providers such as medical general 
practitioners, pharmacists and hairdressers.  These people are well positioned to 
provide referrals to HACC services for isolated elderly people precisely because they 
typically build relationships with members of the community.  Often, it is the shop 
owners and the doctor in the community who develop knowledge of, and familiarity 
with, local residents across the community.  For example, an elderly lady who lives 
alone and whose children live in another state goes to the hairdresser once a fortnight 
to have her hair set.  Over the course of a couple of hours, she sits with her hair wet 
and in hot rollers.  She may feel slightly exposed and vulnerable at first.  But over time, 
she develops a relationship with her hairdresser and she feels comfortable to talk 
openly about her day-to-day life.  The hairdresser gets a sense of her loneliness.  She 
knows when her client has had a fall or goes away to visit her daughter, because her 















But linkages should not be simply about organising referrals to HACC services.  While 
HACC programs in NSW are in the position to be able to deliver high quality specialised 
forms of domestic assistance, personal care, community transport, and activities to 
reduce social isolation, they are also well positioned to horizontally integrate – build 
alliances with hospitals, acute, sub-acute and other primary health providers, medical 
general practitioners, assisted living services, and other community-based service 
providers. 
Clearly it is important to encourage staff of HACC services to assess the extent of social 
connection and the availability of informal social support outside formal service 
provision of each of their clients, and then to work to ensure that individual clients are 
linked with others – family members, neighbours, volunteers or other services – as 
appropriate.  In developing linkages of this kind, services would be challenged to go 
beyond the one-to-one provision of care, by developing a concern and awareness for 
community connectedness.  The notion of ‘linking’ thus emphasises the need to tailor 
and facilitate services around community engagement of the elderly that will: 
i) increase their levels of social contacts, and  
ii) provide meaningful connections for older residents with people in the community in 
order to reduce loneliness.   
Recognising Social Connection as a Core Need 
Such an approach involves recognition of the importance of developing a concern for 
the social and personal, as well as, the physical wellbeing of their clients.  In this way, 
we acknowledge that social connection and wellbeing must be prioritised as a core 















active approach that emphasises wellness and service impact as key goals for service 
provision in the HACC program in NSW.  This holistic approach to the wellbeing of 
clients cannot simply be reduced to responsibility for providing assistance with a 
narrow range of pre-defined Activities of Daily Living (ADL) tasks. 
We understand this holistic and enabling approach to HACC services to encompass 
three distinctly important elements or core needs (as set out in Figure 5.1):  
i.   social connectedness; 
ii.  domestic assistance; and 

















Figure 5.1:  The Three Core Needs of Community Support Clients:  Social Connection, 
Domestic Assistance and Personal Care 
We have made a strong case for the inclusion of social connectedness to the HACC 
program’s goals in NSW because HACC services are well placed to assess social 
isolation and because there is a need to incorporate this element as a necessary 
underpinning of an enabling approach to community care.  This does not require the 
creation of specialised new services.  Rather, we propose that the goal be incorporated 
into the HACC program and that it inform the operation of all existing HACC funded 
services.  The development and adoption of a new assessment tool which can be 
incorporated into existing assessment processes is an important step toward the 
realisation of this goal. 
People requiring informal social support alone require the least intensive (and 
generally least costly) forms of service provision but are a large and significant group of 
potential clients for HACC services.  This element of social support is very important, as 
our literature review reveals.  Social connections are a protective factor against 
dementia and socially active aged people demonstrate improved wellbeing and 
independence compared with those who are socially isolated.  This also tells us that 
those people who are more socially engaged are less likely to need domestic assistance 
or personal care for a greater period of time. 
Domestic assistance is the next element of the holistic approach.  The need for 
assistance in the home arises amongst a known and relatively well defined group of 
clients, but those require more service provision from HACC services.  But this is not to 
say that the clients of domestic services no longer require social supports.  The final 















care as well as domestic assistance.  They are the smallest group of clients but with the 
highest needs in terms of support.  Figure 5.1 illustrates this relationship where the 
largest circle represents the largest amount of people require HACC social services, the 
second tier is a smaller number of people who require domestic assistance, and the 
third tier is the smallest number of people who also require personal care. 
The importance of Social Capital to a holistic model of HACC 
Intervention 
This brings us to a discussion on building social capital in communities in ways that 
draw in a whole host of community service providers, including local businesses, 
alongside other resources such as the promotion of informal social connections with 
family, friends and neighbours.  The grounded theory of social capital provides a 
conceptual framework to elucidate the ways by which HACC services might facilitate 
re-engagement of older people in community in diverse ways. 
It is impossible to discuss social isolation without acknowledging the importance of 
social capital.  It is not a new concept within community building and social policy 
precisely because it offers a grounded theoretical approach to analysing the networks, 
links and weaknesses within and across communities at the individual, group, and 
community levels.  Social capital refers to social networks that are based on trust and 
reciprocity that enable people to collectively resolve common problems and achieve 
common goals (Stone 2000). 
There are three components to social capital:  bonding; bridging; and linking.  Each of 















social fabric of a community and for understanding where its strengths and 
weaknesses lie.   
Bonding refers to trusting social connections between members of a network that 
build on commonalities and homogeneity in terms of their shared social identity 
(Putnam 2000; Stone 2000; Szreter and Woolcock 2004).  We can understand this type 
of social capital as exclusive.  It is well illustrated when we consider the bonds between 
family and close friends – people who share a common social background and 
characteristics.  A HACC assessment tool of social isolation can easily and readily 
identify if a person has strong bonds with family and friends in their day to day lives. 
By contrast, bridging social capital refers to relations of respect across diverse social 
groups (Putnam 2000) who know that they are not alike in some socio-demographic 
sense (Szreter and Woolcock 2004).  We might consider this type of social capital as 
‘inclusive’.  The neighbourhood is a good example of where networks of people form 
relationships of mutuality and respect across identity differences.  For example, in a 
community, the local Council can work with HACC providers to organise an annual free 
public BBQ to bring residents in the neighbourhood together to meet one another and 
to meet service providers in an informal local public space.  Similarly, HACC-funded 
social support services in some areas seek to link individual clients with neighbours, 
volunteers and telephone contact services.  Bridging social capital links individuals and 
communities outside their personal networks to external resources and assets.  Healy 
(2007) suggests that some sectors are better at creating some forms of social capital 
than other sectors.  
Linking social capital refers to alliances between communities and individuals or 















gradients, particularly power over resources required for social, cultural and economic 
development (Szreter and Woolcock 2004; Healy 2007).  Linking social capital is 
conceptually and empirically distinct from bridging social capital because it facilitates 
access to government, business or the non-profit sector – organisations that have a 
bearing on people’s welfare and shaping their wellbeing.  In a HACC context this kind 
of social capital is fundamentally important when we talk about social isolation 
because HACC services can facilitate building relationships across formal boundaries 
and power differentials.  This may involve linking frail elderly, people with disabilities 
and other vulnerable individuals to those agencies and individuals with responsibility 
for management decisions at community or regional level, thereby developing social 
connections between individual clients and local leadership.  Questions about social 
inclusion necessarily revolve around concerns for enabling access to resources and 
common cultural practices (Madanipour 1998; de Haan 1999; Sommerville 1998). 
There is a wealth of research empirically relating social capital to health and other 
outcomes for individuals such as general wellbeing (Howard 2003), higher perceptions 
of wellbeing (Sevigny et al 1999; Raphael et al 2001; Helliwell 2002), reduction in the 
experience of loneliness (Pennix et al 1999), and isolation (Duncan 1999).  The 
Kungsholmen Project, a longitudinal study aimed at investigating the relationship 
between ageing and dementia, investigated the characteristics of social networks and 
the association with incidence of dementia.  The research followed a large community-
based group of non-institutionalised dementia free people over three years.  The 
findings from this project were that strong social networks were beneficial for 
maintaining normal mental health functions, while a poor or limited social network 
increased the risk of dementia by up to 60 per cent (Fratiglioni et al 2000). 















‘governments, corporations and civic groups have different influences on 
communities’ capacities to achieve collective goals … [and that] no sector possesses 
all the resources necessary to promote the required broadbased, and thus 
sustainable, development partnerships across the sectors’.   
By understanding the different aspects of social capital, we begin to understand the 
different capacities and roles of local community services, local businesses, and local 
government and those of state and federal government agencies which help to define 
the role of HACC services in building social capital and reducing social isolation.  We 
know that social isolation typically involves two components – an objective measure 
and a subjective measure.  In relation to social capital, this suggests that informal 
networks are central to both objective and subjective welfare (Szreter and Woolcock 
2004).  We might understand bonding capital as the subjective affective characteristic 
where people use their existing bonds with family and close friends as a means of 
mutual and emotional support.  Bridging and linkage capital developed by HACC 
services can provide older people access to additional resources that will present 
increased opportunities for engagement and involvement in communities. 
In NSW policy makers have fostered specialised social support services that have 
proven themselves to be highly successful given the limited resources provided.  The 
role of HACC services in relation to strategies to address social isolation must continue 
to develop this model and make it the imperative to incorporate social participation in 
needs assessments undertaken by all services; to make it an imperative to refer people 
at risk of social isolation to appropriate programs; to incorporate social programs to 
individuals in their own homes; and most importantly, HACC staff must have the 















HACC has an important role working with the community services, churches, and other 
government departments to address social isolation.  Perhaps the key role for HACC 
services is that of ‘linking’ older residents into social support networks.  This may 
involve increasing use of existing HACC funded services such as day care centres and 
service clubs – but much more is possible.  As discussed below, there is considerable 
potential to expand the use of TeleCross and other telephonic and computer based 
communication mechanisms for those community care clients who are housebound.  
Other forms of intervention that are known to foster social contact include matched 
volunteer programs, luncheon clubs, and neighbour linkage programs.  But the existing 
forms need not limit future possibilities.   
In 2004, the Victorian Minister for Aged Care indicated that an important direction for 
the future of community care involved the potential for home care to change 
perspective to become a more active model of intervention.  A proven example of a 
HACC social support service that could embrace a more active model of intervention is 
the Victorian HACC program’s Planned Activity Groups and specifically the Well for Life 
initiative, discussed below. 
Innovative and effective responses to social isolation 
It is widely agreed that interventions can reduce social isolation and address its 
adverse affects on older people.  This review of the literature has revealed that while 
many interventions have been implemented by governments and communities 
globally to target social isolation, few evaluations exist and therefore little information 
regarding the effectiveness of these interventions in terms of their outcomes exists 
(Findlay and Cartwright 2002; Findlay 2003).  Cattan and White (1999) conducted a 















number of evaluation studies of such interventions.  ‘The dearth of evidence highlights 
the need for further rigorous research.  It is essential that future programs aimed at 
reducing social isolation have evaluation built into them at inception.  It is equally 
essential that the results of the evaluation studies, whether positive or negative, are 
widely disseminated’ (Findlay 2003: 655).  Findlay and Cartwright (2002) state that 
little attention has been given to evaluating the sustainability and long term benefits of 
interventions for reducing social isolation.  Further, they say that while this is the case 
internationally, it is particularly so in Australia. 
When developing interventions to reduce social isolation, Victor et al (2000) tell us it is 
important to take the time to understand the extent of social isolation and loneliness 
amongst older people within a community and its contributing factors. What works in 
one community may not work in another.  
Interventions range from technological interventions such as computer-based 
programs, teleconference-based programs, and ‘tele-check’ programs (based on daily 
phone calls), to social engagement projects based on charitable models and support 
group models.  Yet another approach involves re-thinking accommodation.  
Community initiatives such as Homeshare as a model are innovative ways to think 
about housing alternatives for elderly residents.  The following are examples of social 
isolation interventions that have been identified from the literature. 
Telephone based interventions 
Telephone-based interventions appear to be the most common approach to 
addressing social isolation particularly for people living in remote areas.  The evidence 















effective in reducing social isolation and loneliness and is probably most useful in 
geographically remote areas.  They advise that further research is needed to 
determine whether telephone interventions achieve their purpose of reducing feelings 
of loneliness and social isolation.  
A Red Cross service operating in NSW, relying on volunteers making daily contact with 
older people is the most extensive telephone program in Australia.  It is called 
Telecross and is a reassurance service for people who are medically at risk to be 
contacted by a volunteer at a specified time.  Unfortunately, no definitive evaluation of 
the service exists.  A recent study for DADHC and the NSW Department of Housing 
found the circumstantial evidence for the effectiveness of telephone services such as 
Telecross so strong it recommended extending support for the program (Fine, 
Gakavian and Mullen, 2006).   
Support groups 
Findlay and Cartwright (2002) found that support groups are an effective intervention 
but the interventions need to be implemented over a longitudinal period of at least 
four months.  They conclude that interventions for social isolation should address 
three aspects: targeting, strategies, and evaluation.  By acknowledging that there are 
differences amongst all groups of people, it is essential to develop a framework for 
action tailored to any particular community’s specific needs and to involve the target 
group in all levels of planning, implementation and evaluation.    
The HACC program in Victoria established Planned Activity Groups (PAGs) as an active 
model of intervention.  The Well for Life initiative targets public sector residential aged 















promote opportunities for increased physical activities and improved nutrition.  Such 
an intervention provides a strong example of how a health promotion approach might 
be translated into practice for community aged care as well as for residential settings. 
PAGs have also been implemented as a social isolation intervention for older people 
from CALD backgrounds.  Elderly people from a CALD background are potentially at 
higher risk and more vulnerable to social isolation.  This is because they may face 
additional challenges to participation and accessing community care services because 
of language barriers, cultural barriers, racism and discrimination, and/or services that 
are culturally appropriate.  Dimitriadis and Freidin’s (2004) research has indicated the 
limited capacity of the community service sector to address specific cultural, religious, 
social and linguistic needs of older ethnic people in communities. 
The Neighbourhood Contacts Program was trialled in Sydney seeking to build social 
capital for older people living in the community.  It was developed by a 
pharmaceuticals company and implemented in alliance with National Seniors 
Association as an innovative corporate social responsibility project that links 
employees from the pharmaceuticals company with older residents of the local area to 
build networks in the community.  The program introduced older people to younger 
people from the local community to build social connections and intergenerational 
relationships in an effort to test how beneficial a social neighbourhood contact 
program would be.  This program was interesting in that it took a social capital 
approach aiming to build social networks in order to increase levels of trust amongst 
older people in the community, challenging negative perceptions about crime and 















The Friendship Enrichment Program for older women is a model that seems to cry out 
for replication.  It aims to empower women ‘through the revitalization of personal 
goals in friendship’ (Martina and Stevens 2006: 468).  It does this, assisting women to 
clarify their needs and expectations of friendship, analysing their existing social 
networks in order to identify actual and potential friendships.  The program further 
encourages them to formulate goals to improve existing friendships and to develop 
new ones.  The assumption underlying the program is that improvement in friendships 
increases the availability of support and companionship, reducing loneliness and 
improving subjective wellbeing (Stevens 2001).  As a structured skills course for lonely 
older women it reported reduced loneliness, improved self esteem, and a significant 
increase in the complexity of friendship contacts (Stevens 2001).  Although generally 
less well documented similar initiatives are possible within the day care component of 
the HACC, program.  A small women’s discussion group for older women who lived 
alone to discuss health related issues was reported to significantly reduce loneliness 
and increase social contact, self esteem and participation in organised activities 
(Anderson 1985).  Perhaps with greater collaboration between social researchers and 
community service providers, comparable examples may be documented within the 
NSW HACC program.   
An interesting finding is that to be successful it is not necessary for support groups to 
focus on personal development.  McAuley et al (2000) conducted research into the 
impact of group physical activity to combat social isolation amongst elderly men and 
women. Their research compared brisk walking three times a week with a stretching 
and toning class three times a week for six months.  McAuley et al reported significant 
improvements in social network development and happiness and reduced levels of 















Home Visiting and Other Support Models 
Many community organisations operate visiting programs for older people in their 
communities, for example, Benevolent Society, Red Cross, Retired and Senior 
Volunteers Program, the Committee Assistance for Italians (Encel et al 1996).  Meals 
on Wheels is a voluntary program providing meals for people who have reduced 
capacity to cook for themselves.  It also doubles as a monitoring service because the 
volunteers are making regular contact with clients.  The potential to develop the links 
that can develop between Meals on Wheels volunteers and socially isolated clients is 
widely discussed. 
A variation on the themes of home visiting and social support groups is the 
development of informal social groups within suburbs, neighbourhoods or apartments.  
In one such example, a senior resident’s apartment building was targeted to encourage 
residents to help organise social activities and to take responsibility for household 
chores.  Arnetz and Theorell (1983) reported a significant increase in social activity 
participation among the tenants after six months.  Staff at the complex noted that the 
participants took control of the activities. 
Similarly, the Northcott Narratives Project, in Sydney’s inner-city public housing 
complexes, encompasses a variety of separate arts-based initiatives designed as 
interventions for social isolation, to encourage community harmony and decrease 
violence. Big hART is an arts company.  They created a series of community cultural 
development projects including photographic portrait work, music, geo-spatial maps, 
performance theatre, filmmaking, narrative and writing pieces and a series of other 















Mobility and Transport Measures 
As mentioned earlier in this review, a report by the Consortium to the European 
Commission Directorate General for Employment and Social Affairs in 2003 called 
Transport Strategies to Combat Social Exclusion listed six accessibility factors for 
socially isolated people.  For each of the six accessibility enabling factors, it is possible 
to list the menu of transport measures which, as a cocktail, customised to local needs, 
can assist in reducing exclusion.  A brief summary of the sorts of interventions 
envisaged is presented below: 
Mobility related measures 
For adapted private and public transport vehicles to assist physical and sensory 
impaired persons, frail, and for people escorting babies and young people in buggies; 
Associated ‘kerbside and building measures for physical and sensory impaired persons 
plus buggy access; 
Measures to provide access to cars – car pools, car clubs, car sharing schemes; 
Widen eligibility criteria to provide access to transport services for excluded groups. 
 
Physical Accessibility (in time and space) 















Co-ordination of service operating times, working hours regimes, school hours etc. 
with transport services and timetables, ‘open-house’ facilities; 
Provide flexible routing on ‘demand’ public transport and special services; 
Provide door to door transport services, utilise advanced scheduling and booking; 
Improve overall network efficiency of public and special needs transport including 
development of core and feeder networks; services at fringe times/weekends; priority 
measure, enforcement; co-ordination of public and social services transport;   
Special facility, shuttle services to inaccessible locations – works buses, non emergency 
health transport – feeder access within large sites. 
 
Affordability 
Minor vehicle repair and maintenance grants assistance; 
Assistance with vehicle taxation payments; 
Pay as you drive insurance; 
Also affordable property developments (purchase and rental); 
















Fare concessions;  
Concessionary parking permits for physically and sensory disabled persons; 
Travel mobility vouchers for public transport modes including taxis; 
Integrated multi-modal ticketing regimes; 
Subsidies to small facility providers. 
 
Assurance Measures 
Take a ‘whole journey’ approach (ie plan transport services for complex routes, door to 
door); 
Civil police presence, neighbourhood wardens, buddy schemes; 
Telematics security support, CCTV, alarms on vehicle, at stops/interchanges; 
Secure lighting and visibility on ends-legs and at stops/interchanges 
Road safety and education measures targeting deprived ‘blackspot’ areas; reducing 
exposure; 
Crime reduction strategies; 















Dedicated staff and training for staff to meet specific needs. 
 
Awareness 
Personal mentoring/tutoring on travel options; 
Personalised information provision; 
Multi-lingual advice and information; 
Customised information media to meet the needs of those with sensory disabilities 
and physical disabilities;  
Multi-media information on trip opportunities and fare options (telephone/mobile, 
printed, internet); 
Local neighbourhood travel advice centres; 
Real-time pre-trip and in-trip information; 
Advice on accessible mobile local services, delivery and internet options; 

















Mobile shops and services; 
Delivery services and service outreach; 
‘Remote’ working, distance learning local subsidised internet access; 
‘Accessible’ land-use planning to reduce travel requirements. 
 
This list is not exhaustive.  Within the individual categories, examples exist of best 
practice, which need further documentation and dissemination.  However, given 
adequate funding streams, the opportunities for intervention are extensive. 
The need for HACC services to spend time at each visit with those at risk of social 
isolation and to visit relatively frequently is clear.  But there is also a need for 
engagement with others through the promotion of other activities such as group 
outings and better transport options.  For services funded through the HACC program 
to be able to devote increased resources to the issue of social isolation, what is most 
necessary is a policy acknowledging the importance of sustaining and developing social 
connectedness as one of the main goals of the HACC program.  Once HACC services 
have a clear mandate to make social isolation a priority, the opportunities for 















6. Conclusion:  The Next Steps 
The literature surveyed for this review is extensive yet, in many ways, disappointingly 
inconclusive.  Social isolation emerges as a widespread, increasingly well recognised 
problem for society and governments in general and for community care services more 
particularly.  It is a term that has wide use and which differs in meaning when applied 
to different population groups.  For the purposes of the HACC program, though, it is 
important to note that the prevalence of social isolation amongst frail older people is 
of such magnitude that demographically, the numbers of older people affected 
overwhelm any other population group.  There were no studies identified of research 
into social isolation amongst people with a disability, quite possibly for this reason.  In 
our view, however, it would be wrong to feel complacent about this.  The extent, 
character of and, impact of social isolation amongst people with disabilities remains a 
topic requiring further investigation. 
Resources, Trial Approaches and Recommendations 
Social isolation is closely associated with, yet cannot be reduced to, social exclusion.  
At present there is no widely accepted standard approach to the issue for community 
care services, nor any single, widely used set of indicators that could be used, off the 
shelf, with any confidence.  Yet there are a number of well tested indicators identified 
that we believe could be adapted, and used, perhaps in combination, very effectively 
by HACC service providers.  On the basis of this review, we suggest consideration be 
given to using two complementary approaches.   
The first is based on geographic indications of the location of those at risk of social 















older people living alone that could form the basis of systematic program planning at 
state and regional levels, to identify neighbourhoods in which there is an increased 
likelihood of social isolation.  It is, however, important to acknowledge that social 
isolation is not confined to any specific region or neighbourhood, and may, indeed, 
present as exceptional cases in areas without any obvious regional risk characteristics.   
The second approach, therefore, focuses on the social contacts of individuals.  We 
present basic elements of a suggested tool, set out in Appendix 2 that could be piloted 
and tested by HACC services and refined as necessary.  The use of such a social 
isolation indication tool as part of wider needs determination process within the HACC 
program, in turn, could serve not simply to identify those individuals who are socially 
isolated or at imminent risk of this, but to help link these individuals into programs 
that might at best help them overcome their isolation, or, at very least, help develop 
support mechanisms that will assist them avoid the worst impacts of their situation.   
In the course of this literature-based review, we have made a number of other 
recommendations.  These are summarised below: 
Social isolation arises as a breakdown of personal social networks and cannot be 
regarded as government’s problem alone.  There needs to be a whole community 
response.  This requires government leadership of a holistic and integrated approach 
by State and local government agencies, community care organisations, and other 
community facilities and social groups including churches, local businesses and 
neighbours. 
HACC Services are well positioned to horizontally integrate – build alliances with 















practitioners, local government, assisted living services, and other community based 
service providers – to help identify and respond to social isolation. 
To identify areas with higher populations of at risk we recommend the use of 
geographic indicators of social isolation, as set out in Appendix 1. 
To identify individuals who are isolated or at significant risk of becoming so, a measure 
drawing on a combination of subjective elements of loneliness and life satisfaction 
with an objective record of extent of contact with others is required.  At present there 
is no satisfactory ‘off the shelf’ instrument available.  Some basic questions, drawn 
from the literature, are presented in Appendix 2.  These can be used to refine and 
shape an instrument that is holistic, short, and functional for measuring social 
isolation. 
HACC services should also be encouraged to seek out those at risk of social isolation by 
developing links into the ‘local knowledge systems’ of local government (councils), and 
other providers of traditional community service such as medical general practitioners, 
dentists, pharmacists and, hairdressers. 
HACC services are well positioned to assess the extent of social connection and the 
availability of informal support outside formal service provision of each of their clients 
and to then to work to ensure that individual clients are linked with others as 
appropriate – family members, neighbours, volunteers or other services. 
HACC services be encouraged to tailor programs around engaging men in particular, in 
response to the research showing that the causes and the response to isolation and 















HACC services to intervene in social isolation by improving access to transport. 
HACC services to be aware of what services already exists in community and how to 
adapt those services rather than creating new ones.  For example, there is great 
potential to develop the links between Meals on Wheels volunteers and socially 
isolated clients. 
Incorporate social participation into needs assessments undertaken by all services and 
provide social programs to individuals in their own homes to link older residents into 
social support networks. 
Greater collaboration between social researchers and community service providers, 
excellent examples of best practice models may be documented within the NSW HACC 
program. 
A Process of Innovation and Collaboration 
Rather than simply adopting an existing indicator, what is required, in our opinion, is a 
process of innovative development and of potential culture change whereby 
community care services and government rethink responsibility for, and the response 
to, social isolation.  In accordance with the directives of policy makers and 
administrators, HACC services in NSW have been concerned with the provision of care 
for clients who, due to ageing, chronic illness or disability, need ongoing assistance to 
remain at home.  In the past, priority has been given to providing support to those 
with the greatest need for personal care and domestic assistance.  To date HACC 
services have not been mandated to operate in ways that would require them to give 
priority to the identification of those who are social isolated or at risk of becoming so, 















community networks those who are now excluded as a result of their social isolation.  
Yet all service providers with whom we had the opportunity of speaking acknowledged 
concern for the issue and spoke of new ways of intervening that would enable them to 
prioritise the risk of social isolation, and enable them to work to help develop robust 
and effective forms of intervention – which will differ for each individual concerned.  
At the same time, they also stressed the need for renewed efforts at community 
capacity building and service linking that would extend their role well beyond the 
individually focussed delivery of specialised forms of community care for which they 
are now responsible. 
As discussed in Chapter 5, initiatives concerned with identifying and dealing with social 
isolation should be given priority in the HACC program in NSW alongside the provision 
of personal care and domestic support that are associated with the goal of maintaining 
people in their own home.  Advancing the HACC program in this way as part of steps to 
promote wellness, wellbeing and service impact, will require a further process of 
development, broadly in line with stages three and four of DADHC’s social isolation 
project (as set out in Chapter 1 of this review).  This process should involve more 
extensive dialogue with representatives from HACC funded community services, 
administrators and other parties, to consider a set of indicators for social isolation that 
are robust, easy to use and reliable.  A number of the indicators we have identified in 
this report lend themselves to the test.  Our efforts in this report to record some of the 
best documented and evaluated responses to intervening in instances of social 
isolation, we believe, should also assist in encouraging HACC service providers in NSW 
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APPENDIX ONE:  
ABS DATA on LONE PERSON HOUSEHOLDS in 



















































































































































































APPENDIX TWO:  
Draft indicators of social isolation and 
loneliness. 















The social contacts of individuals 
Draft indicators of social isolation and loneliness. 
Objective Indicators (monitoring social connections, extent of isolation) 
Suggested approach.  Ask individual to provide this 
information, and request, where possible, the name of the 
first two of these contacts. 
In-person Telephone 
or other 
i. Number of family members I have contact with at least 
once each week. 
  
ii.  Number of friends or neighbours I speak with at least once 
each week. 
  
iii. Number of other people who help me with shopping, 
transport or other household activities at least once each 
week.  . 
  
 
Subjective Indicators (monitoring individual’s perceptions of loneliness) (Source: 
Extract from the Household, Income and Labour Dynamics in Australia 
[HILDA] survey) 
 Y N 
i.   People don’t come to visit me as often as I’d like   
ii.  I often feel very lonely   















iv. When I need someone to help me out, I can usually find 
someone 
  
v.  I seem to have a lot of friends   
 
